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ABSTRACT 
This study examined the relationship between hardiness, quality of life, and risk for 
. heart disease in a law enforcement cohort. The participants surveyed worked for the State of 
Iowa's Department of Public Safety. The group consisted of 416 males ranging in age from 
21 to 64 years. Heart disease risk factors included body mass index (BMI), glucose, HDL-
cholesterol, LDL-cholesterol, total cholesterol, triglycerides, systolic blood pressure, 
smoking, and physical activity habits. Participants completed an exercise survey, the 
Dispositional Resilience Scale (DRS) questionnaire, and the Quality of Life Inventory 
(QOLI). Of the different independent variables used to predict QOLI, only the DRS 
constructs of Control and Challenge were significant (p < 0.05) in predicting QOLI with 
R2 = .103. The DRS construct of Control and the DRS Total score were positively correlated 
with age, accounting for 4 % of the variance. Results showed a value ofR2 =.031 for DRS 
Control and R2 = .010 for DRS Total. These data suggest that.the hardiness constructs of 
Control and Challenge are shown to be predictors ofQOL and there is a significant but weak 
relationship between hardiness and age. Neither age, CVD risk factors, nor exercise behavior 
predicted QOLI. 
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CHAPTER.I 
INTRODUCTION 
It has been shown that the police profession is associated with an increased risk of 
disease and mortality (Guralnick, 1963; Milham, 1983; Violanti, Vena, and Marshall, 1986; 
Davidson, 1980; Feuer and Rosenman, 1986; Franke, Collins, and Hinz, 1998). Research has 
indicated that officers have an increased morbidity and mortality rate compared to the 
general population (Violanti et al, 1986; McCafferty, McCafferty, and McCafferty, 1992; 
Richmond, Wodak, Kehoe, Bourne, and Heather, 1998; Franke et al 1998). This increase 
among police officers may be due to a high prevalence of unhealthy life-style behaviors 
associated with the law enforcement profession (Violanti, Marshall, and Howe, 1985; 
Richmond et al 1998; McNeill, 1996; Franke, Cox, Shultz, and Anderson, 1997). These 
include excessive alcohol consumption, tobacco use, inadequate exercise, and poor diet. 
Other risk factors include hypercholesterolemia, hypertension, obesity, stress, age, gender, 
family history, and blood pressure. 
There .appears to be a strong relationship between psycho logical job stress and illness. 
The occupation of a law enforcement officer appears to involve increased levels of stress. 
Research suggests that police officers display physical disorders that appear to be stress 
related (Fell, Richard, and Wallace, 1980; Kroes, Margolis, and Hurrell, 1974). Sources of 
stress from police work include events precipitated by police administration that are 
bothersome to police, as well as, events occurring in everyday police work which are 
psychologically or physically harmful to officers (Spielberger, Westberry, Grier, and 
Greenfield, 1981; Martelli, Waters, and Martelli, 1989). 
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Kobasa (1979) suggested that hardiness may be a moderator of this psychological 
stress-illness relationship.· Hardiness is defined as a personality structure differentiating 
individuals who experience high degrees of stress without falling ill from individuals who 
become sick under similar levels of stress. People with a high hardiness score are more able 
to stay healthy under stress while people with a low hardiness score are morel likely to 
become sick under stress. Hardiness predicts current and future health and functions as a 
resistance resource in buffering the effects of stressful events (Kobasa, Maddi, and 
Courington, 1981; Kobasa, Maddi, and Puccetti, 1982). 
The Quality of Life Inventory (QOLI) is used to measure a person's happiness and 
satisfaction in 16 areas oflife, such as love, work, and health. The higher a person's Quality 
of Life (QOL) score the more happy and fulfilled they are with their life (Frisch, 1994). In 
addition, the less likely they are to experience mental and physical health problems (Howard, 
Lueger, Maling, and Martinovich, 1993; American Psychiatric Association, 1994; Frisch, 
1989; Gortman, 1994; Lazarus, 1991). Since hardiness and QOL both seem to be associated 
with predicting current and future health, it is hypothesized there should be an association 
between hardiness and QOL. 
Statement of the Problem 
There is evidence to support a strong relationship between psychological job stress 
and illness in the law enforcement occupation (Fell et al, 1980; Kroes et ai 1974). Hardiness 
has been shown to be a possible moderator of this relationship (Kobasa, 1979). According to 
Kobasa (1979), a person with a high hardiness score can experience a higher degree of stress 
without falling ill than a person with a low hardiness score. In addition, research suggests 
3 
that a high QOL score results in less mental and physical health problems (Howard et al, 
1993; Lazarus, 1991). The purpose of this study was to examine the relationship between 
hardiness and quality of life in a law enforcement cohort. 
Research Hypotheses 
1. Hardiness score will be positively associated with quality of life score. 
2. The relationship between hardiness and quality of life will decrease when 
cardiovascular risk factors are introduced. 
3. An officer's hardiness score will increase as age increases. 
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CHAPTER2 
LITERATURE REVIEW 
In this review of literature, evidence suggesting increased morbidity and mortality 
rates among police officers and possible reasons for these increases will be discussed. In 
addition, the health risk factors prevalent in police officers that make them more susceptible 
to disease and death will be reviewed. The relationship between psychological job stress and 
illness in the police profession, as well as, the role of social support will be discussed. 
Lastly, the concept of hardiness and the hardiness scales will be reviewed. 
Morbidity and Mortality in Police Officers 
The police profession has been shown to increase the risk of disease and mortality 
(Guralnick, 1963; Milham, 1983). In 1963, Guralnick reported police officers to have a 
significantly increased incidence of heart disease, diabetes, and suicide. Milham (1983) also 
suggested that police have an increased mortality due to cancers of the colon and liver, 
diabetes and heart disease. Increased suicide rates in the police occupation may be attributed 
to increased personal frustration with the demands of policing, lack of support by police 
administration and the public, witnessing abusive violence, loss of control, and problems 
reintegrating from police work into a "normal" existence at the end of a shift (Violanti et al, 
1986). The elevated coronary heart disease (CHD) reported in the police occupation may be 
due to several factors including sudden, episodic jolts to the cardiovascular system during 
emergency, traumatic stress situations, poor physical health, smoking, lack of exercise, and a 
commonality of type A behavior pattern in policeman (Davidson, 1980; Violanti et al, 1986). 
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Violanti et al (1986) compared the mortality rate among police officers, municipal 
workers, and the general population. Violanti and colleagues found that all-cause mortality 
for police officers was comparable to the expected rate in the U.S. white male general 
population. However, statistically significant increased mortality rates were seen for all 
malignant cancers in the police. The rate of suicide for police officers, when compared to 
municipal workers, was almost three times higher. This finding of elevated rates of suicide 
among police officers has been seen in other studies (McCafferty et al, 1992; Violanti, Vena, 
and Petralia, 1998). This may be an indication of an occupational specific problem in 
policing (Violanti et al, 1986). Violanti and colleague's study suggests that significantly 
increased mortality rates for cancer, suicide, and heart disease are related to police 
occupational factors and accompanying life-style behaviors. The increased rates of cancer in 
the police occupation may be attributed to stress, shift work, irregular sleep habits, irregular 
diet patterns, alcohol use, smoking, and lack of exercise. 
Feuer and Rosenman (1986) reported that police and firefighters had significantly 
increased proportional mortality ratios for arteriosclerotic heart disease, digestive and skin 
cancers, and skin diseases. In addition, Lotz, Rinsky, and Edwards (1995) suggested that 
exposure to emissions from police radar might increase cancer risk in the testis, brain, eye, 
and skin. 
Franke et al (1998) conducted a study to determine iflaw enforcement officers (LEO) 
experience an elevated incidence of CVD and whether this could be attributed to either the 
profession or the presence of common CVD risk factors. The results suggest that 
employment as a law enforcement officer (LEO) is associated with an increased incidence of 
CVD compared to the general population and that th_e law enforcement profession appears to 
6 
be an independent contributor to CVD. The results indicate the LEOs had an increased 
incidence ofCVD, diabetes, increased body mass index, and tobacco use than the general 
public. However, after controlling for other CVD risk factors, the law enforcement 
occupation remained a significant predictor for CVD morbidity. 
Dubrow, Burnett, Gute, and Brockert (1988) examined the relationship between the 
police officer occupation and ischemic heart disease mortality. Ischemic heart disease was 
divided into two subcategories, acute myocardial infarction, and ischemic heart disease. 
Results suggested that an elevated ischemic heart disease mortality risk for LEOs is due to an 
elevated risk for acute myocardial infarction. 
Health Risk Factors in Police Officers 
Unhealthy life-style behaviors result in excess morbidity and mortality. Research 
indicates that police have a high prevalence of unhealthy lifestyle factors (Violanti et al, 
1985). Richmond et al (1998) conducted a study on five life-style behaviors among Wales 
police officers. The life-style behaviors measured were self-reported alcohol consumption, 
cigarette smoking, inadequate exercise, perception of overweight and stress symptoms. More 
than eight in ten police officers reported one or more unhealthy life-style factors with one-
fifth reporting three to five unhealthy life-style factors. This study found that, out of 852 
participants, 48% of the men and 40% of the women were drinking alcohol excessively. 
Smoking among police officers was higher than the general population. General population 
surveys reported smoking among male and female police officers at 24% and 21 % (National 
Heart Foundation of Australia and Australian Institute of Health, 1990) and 27% and 20% 
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(Australian Bureau of Statistics, 1996), respectively. However, the present study reported 
smoking of27% and 32% among male and female police officers, respectively. 
Excess alcohol consumption may have serious consequences for the police. This 
could include slower reaction times resulting in increased injury from crashes or frrearms, 
impairment of work performance, and increased absenteeism (McNeill, 1996). In addition, 
the combination of excess alcohol consumption and smoking multiplies health risks. The 
Australian Bureau of Statistics (1995) reported deaths among police from alcohol liver 
disease to be twice that of the general population. They also reported that deaths from lung 
cancer were more common in the police than the general population, 7% versus 5.4% 
respectively (Australian Bureau of Statistics, 1995). 
Almost half of the men (46%) and women (47%) studied by Richmond and 
colleagues (1998) believed they were overweight. Perceptions of overweight are likely to 
reflect poor diet and inadequate exercise. Coinciding with this idea, more than one-fifth of 
the men and almost one-quarter of the women reported they did not exercise (Richmond et al, 
1998). Finally, 12% of the men and 15% of the women reported feeling moderate to severe 
symptoms of stress (Richmond et a4 1998). 
It has been suggested that LEOs have an elevated risk of developing CVD (Guralnick, 
1963; Miham, 1983; Feuer and Rosenman, 1986; Violanti et al, 1986; Violanti et a4 1998; 
and Dubrow et al, 1988). In many states, LEOs are covered by laws that assume the 
development of heart disease is job related (Price et a4 1978). If CVD is elevated in LEOs, 
then one could predict that CVD risk factors are also elevated in LEOs. These risk factors 
include hypercholesterolemia, hypertension, tobacco use, and obesity, which have been 
suggested to contribute to CVD in LEOs (Pollock et al, 1978; Thomas, Cady, O'Connell, 
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Bischoff, and Kantor, 1979; Peters, Cady, Bischoff, Bernstein, and Pike, 1983; Williams, 
Petratis, Baechle, Ryschon, Campain, and Sketch, 1987). Peters et al (1983) measured 
physical work capacity on healthy men younger than 55 years old who were subsequently 
followed up for an average of 4.8 years for symptomatic myocardial infarction. Results 
showed that poor physical fitness was an important risk factor for symptomatic myocardial 
infarction, especially when other risk factors are present such as elevated cholesterol level, 
smoking, or elevated systolic blood pressure. 
Franke et al (1997) studied whether the prevalence ofrisk factors in the law 
enforcement profession differed from that in the general population. Risk factors analyzed 
were: age, gender, total cholesterol, high density lipoprotein, systolic blood pressure, 
smoking habit, diabetes status, fasting glucose, and left ventricular hypertrophy. The results 
suggested that the prevalence of CVD risk factors did not differ between LEOs and the 
general population. However, the risk factors of obesity, stress, and physical inactivity were 
not included in this analysis; these have been shown to contribute to CVD risk. 
A previous study by Franke and Anderson (1994) reported that LEOs have an 
increased risk for CVD as they grow older. In addition, in participants older than 48 years, 
this risk was greater among nonexercisers than exercisers, suggesting that exercise reduces 
CVD risk in LEOs >48 years old. LEOs >36 years old were significantly fatter than the 
younger LEOs. LEOs > 36 years old were similar or slightly fatter than the general 
population, regardless of exercise habits. This suggests that LEOs may have an increased 
risk for CVD because of their increased percentage of body fat. 
In addition, Franke and colleagues (1998) suggested other aspects of the law 
enforcement profession may contribute to the increased CVD incidence among LEOs. Of the 
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officers surveyed, 38% felt that their employment increased their risk for CVD. The most 
commonly cited factors were stress (81 %), poor eating habits when working (24%), and 
rotating shiftwork (14% ). 
Sources of Stress 
A large amount of research has accumulated in recent years indicating a strong 
relationship between psychological job stress and illness. Illness relating to job stress 
includes, ulcers, heart disease, digestive disorders, mental disorders, and physical problems. 
An occupation that appears to involve increased levels of stress is that of the police officer. 
Fell et al (1980) found that, compared to the majority of other occupations, a relatively 
increased rate of police officers develop serious disorders that appear to be stress related. 
Police officers were found to have an increased rate of premature death and significantly 
increased rates of admission to medical hospitals resulting from stress-related causes. 
Kroes et al (1974) examined the relationship between stressors and policemen. He 
suggested there were several areas of job stress related to police. 
1. Officers were upset with the court system, due to leniency by the courts on 
criminals and the courts insensitivity in scheduling police appearances. 
2. Police administration policy was often considered inappropriate and 
communication skills were thought to be inadequate. 
3. Equipment was lacking or in disrepair. 
4. Officers felt community relations were negative and often hostile. 
5. Shift changes caused physical strain and strain on family relationships. 
Researchers for this study also found increased rates of headaches, indigestion, and on duty 
automobile accidents under nonhazardous conditions. 
Stress resulting from police work may be due to the physical danger or often 
violent nature of their work. Police officers in Charlottesville, Virginia reported observing 
an injured adult three times per month, a life-threatening bleeding once every three months, 
an injured child once every two months, the victim of a severe assault more than once every 
two months, and a dead person about once every three months (Lewis, 1973). 
Other researchers have suggested that a lack of management type decisions in police 
work lead to job stress (Reiser, 1974). Stress for police officers may also result from second 
guessing of officer decisions by administration, conflicting expectations, and peer group 
pressure (Hillgren, Bond, and Jones, 1976; Reiser, 1974). 
It has been suggested that depersonalization, such as forced emotional estrangement 
and authoritarianism, the perception of authority or force by others have been associated with 
increased police stress (Symonds, 1970; Reiser, 1974; Martelli et al, 1989). In a later study, 
Violanti and Marshall (1983a) examined the relationship between occupational stressors, 
individual stress and coping strategies in police. Their results showed a strong positive 
relationship between depersonalization and stress (r = .156). Depersonalization increases 
stress because it creates a conflict between objectified and seemingly real human emotion 
(Levine and Scotch, 1973; Moss, 1973). Although not statistically significant, 
authoritarianism by officers was shown to have a positive effect on stress. Authoritarianism 
attributes may lead to stress because they restrict the range of the officers response in police 
work situations (Violanti and Marshall, 1983b). A second finding in Violanti and Marshall's 
study suggested stressors result in police officers becoming cynical or deviant. This 
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cynicism and deviance appear to hinder coping with stress and appear to only worsen the 
stressors. 
Of all job stressors affecting police officers, organizational and inherent police 
stressors appear to be the most bothersome. Organizational stressors pertain to those events 
precipitated by police administration that are bothersome to police officers. Inherent 
stressors refer to events occurring in police work which may be psychologically or physically 
harmful to officers, such as danger, violence and crime (Spielberger et al, 1981; Martelli et 
al, 1989). Organizational stressors are thought to more strongly affect officers than inherent 
stressors (Reiser, 1974; Kirkaldy, Cooper, and Ruffalo, 1995; Grier, 1982). Organizational 
components of stress from the Police Stress Survey include court decisions, restricting police, 
assignment of disagreeable duties, lack of recognition for good work, disagreeable 
departmental regulations, lack of part in decisions and inappropriate discipline. The 
physical/psychological stressors include responding to a felony in progress, high-speed 
chases, dealing with crisis, physical attacks on one's person, situations requiring force, and 
making arrests alone. 
Grier (1982) found that the relationship between job satisfaction and organizational 
police stressors resulted in job dissatisfaction being related to increased stress scores. In 
addition, Martelli et al (1989) examined job satisfaction and connnitment in police officers 
and found them both to be negatively related to organizational stressors. This lead Violanti 
and Aron (1993) to explore the relationship between organizational and inherent police 
stressors. He found that organizational stressors had a total effect on distress of police 
officers about 6.3 times that of inherent stressors. This research suggests that, although 
inherent factors such as danger and violence are related to police stress, police stress is more 
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related to organizational factors, such as police administration. Violanti and Aron (1993) and 
Aron ( 1992) found officers who reported increased job satisfaction also reported significantly 
decreased stressors. However, when the stressors were organizational, the effect on 
increased job satisfaction was decreased. In addition, attempts by police officers to fulfill 
goals increased stress. Factors including conflicting or ambiguous goals may be the reason 
of this increased stress among police officers (Aron, 1992). Martelli et al (1989) along with 
Grier (1982); Reiser (1974); Violanti (1981); and Brown (1990),, all found that 
administrative/organizational hassles more strongly affected police officers level of stress 
than physical/psychological hazards. This study also agreed with previous investigations 
showing that stress and job satisfaction were negatively correlated (Grier, 1982; Ganster, 
Fusilier, and Mayes, 1986; Kirkcaldy et al, 1995). 
Stress and Social Support 
The nature of police officer work has lead to police officers forming close-knit social 
systems (Hageman, 1978). A variety of coping mechanisms· have been adapted by this social 
group including cynicism, deviance, depersonalization, suspiciousness, and alcohol use 
(Violanti and Marshall, 1983b ). Violanti et al (1985) found police officers who drink usually 
drink together to avoid public criticism. Therefore, it may be inferred that police officers 
may experience increased levels of peer support, which assists them in coping with their 
occupational stress. 
Graf (1986) investigated the relationship between police officers' perceived social 
support and their perceived job stress. The results showed a significant relationship between 
number of supports, satisfaction with supports, and occupational stress. These findings 
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suggest that police officers who identify increased numbers of support persons also perceive 
their occupation as less stressful. Contradictory to the self-confident image given off by 
police officers, at least two-thirds of the participants reported they never or almost never deal 
successfully with work hassles, feel confident in their abilities to handle work related 
problems, or feel they use effective coping strategies to deal with important changes at work. 
In addition, several respondents indicated a lack of support services available within the 
department as being a source of stress. They indicated that seeking support at work caused 
them to be viewed as weak and ridiculed by other officers. 
Hardiness as a Trait 
Previous research has shown that psychological stress is associated with illness (Fell 
et al, 1980; Kroes et al, 1974). Shortly after this fmding, researchers began searching for 
psychosocial characteristics that might moderate this stress-illness relationship. 
In 1979, Kobasa introduced the construct ofhardiness as a possible moderator of the 
stress-illness relationship. According to Kobasa, persons who experience high degrees of 
stress without falling ill have a personality structure differentiating them from persons who 
become sick under stress. This personality difference is described by the term hardiness. 
Hardy people are considered to possess three general characteristics - control, commitment, 
and challenge. Control is the belief that the individual can control or influence the events of 
their experiences. Commitment is the ability of the individual to feel deeply involved or 
committed to the activities of their lives. Challenge is the ability of the individual to view 
change as an exciting challenge to further development. Kobasa (1979) suggests that 
individuals who possess these characteristics, or hardy individuals, are able to stay healthy 
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under stress. Subsequent work by Kobasa et al (1981; 1982) demonstrated that hardiness 
predicts both current and future health and that hardiness functions as a resistance resource in 
buffering the effects of stressful events. 
Stressful life events lead to a strain reaction or increased sympathetic arousal. 
Chronic strain may lead to illness and psychological distress. Hardiness modifies this strain 
by altering perceptions of events to make them less stressful, leads to active or 
''transformational" coping, influences coping indirectly through its influence on social 
support, and leads to changes in health practices that reduce illness (Maddi and Kobasa, 
1984). 
Hardiness has been hypothesized to reduce strain and accompanying illness through 
its effects on cognitive appraisals (Kobasa, 1979). Research supporting this found that high 
hardy participants compared to low hardy participants were more likely to view previous life 
events as positive and controllable (Rhondewalt and Agustsdattir, 1984; Rhondewalt and 
Zone, 1989). In addition, Pagana (1990) compared low hardy medical students with high 
hardy medical students. He found that high hardy medical students tended to evaluate their 
experiences as challenging and were less likely to view their experiences as threatening. A 
more recent study by Wiebe in 1991, found that high hardy participants had more positive 
appraisals when challenged with an evaluative threat compared to low hardy individuals. 
Hardiness has also been hypothesized to be associated with coping strategies to stress. 
This hypothesis is supported by Kobasa and colleagues (1982) who found that the use of 
regressive coping was correlated with commitment. High hardy people theoretically use 
transformational coping to change potentially stressful events into opportunities for growth 
allowing them to cope in an optimistic and active way (Kobasa et al, 1982; Maddi and 
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Kobasa, 1984). In contrast, low hardy people use regressive coping. They avoid potentially 
stressful situations, but they later end up dwelling on the situation resulting in stress. The 
idea is that individuals who use transformational coping will cope effectively, reduce strain 
and avoid illness. Bartone (1989) found that hardiness and the use ofregressive coping 
discriminated between high stress/low illness and high stress/high illness in bus drivers. The 
use of regressive coping was found to be associated with increased "burnout" among 
secondary school teachers, who reported low levels of hardiness (Pierce and Molloy, 1990). 
Sharpley, Dur, Reynolds, and Acosta (1995) showed that staff who reported using effective 
coping behaviors had significantly decreased anxiety and daily hassles, fewer injuries, 
accidents and illnesses and also reported increased physical health compared to staff with 
ineffective coping behaviors. 
Maddi and Kobasa (1984) suggest that hardiness affects coping through social 
support. High hardy people most often have relationships that support transformational 
coping, whereas low hardy people do not. This increases the tendency for low hardy people 
to use regressive coping when stressed. However, no studies have tested for the effects of 
hardiness and social support on coping, although studies have tested for the relationship 
between social support and hardiness. Kobasa and Puccetti (1983) found a significant 
negative interaction between hardiness and family support on illness. Results suggested that 
being low in hardiness while perceiving one's family as supportive increased executives' 
illness scores. Ganellen and Blaney (1984) found that commitment and challenge were 
significantly correlated with social support. In addition, Sharpley et al (1995) found that staff 
members who were classified as having increased levels of social support had significantly 
decreased anxiety scores, reported fewer daily hassles and reported less job stress. 
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Hardiness Scales 
In previous research, many scales have been used to measure hardiness. Many of 
these scales were not able to distinguish between high stress/high illness and high stress/low 
illness participants and were subsequently dropped (Kobasa, 1979). Six scales remained 
including the Alienation From Self (AFS) and the Alienation From Work (AFW) scales 
(Maddi et al, 1979) to measure commitment, the Powerlessness Scale (PS) (Maddi et al, 
1979) and the External Locus of Control Scale (BLOCS) (Rotter, Seeman, and Liverant, 
1962) to measure control, and the Security Scale (SS) (Hahn, 1966) and the Cognitive 
Structure Scale (CSS) (Jackson, 1974) to measure challenge. The CSS did not correlate 
strongly with the other scales and was eventually dropped (Kobasa et al, 1982). As a result, 
an inventory of71 items became the most used measure of hardiness - the Unabridged 
Hardiness Scale (UHS). The UHS consisted of the five hardiness scales. Scores were 
analyzed separately or combined into a Hardiness composite index. In 1982, the UHS was 
decomposed into two short forms, the 20-item Abridged Hardiness Scale (AHS), and the 36-
item Revised Hardiness Scale (RHS). 
More recently, two hardiness scales have been developed, the 50-item Personal 
Views Survey (PVS) (Hardiness Institute, 1985), and the 45-item Dispositional Resilience 
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Scale (DRS) (Bartone et al, 1989). Both scales share the same format and have similar item 
content. Each DRS item appears in the PVS in a reworded or identical form and both scales 
provide separate estimates for commitment, control and challenge. Composite hardiness 
scores are produced by adding raw scores for the three components. These scales have 
several improvements over the previous hardiness scales. Whereas the previous scales relied 
exclusively on negative indicators, the DRS and PVS include positively keyed items. They 
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are not composed of preexisting scales, so the previous practice of standardizing subscale 
scores and doubling the challenge subscale score to create a Hardiness index have been 
eliminated. Therefore, the use of raw scores from the DRS and PVS allows for the 
comparison of hardiness levels between subject samples. In addition, correlations of 
challenge with commitment or control on the DRS and PVS are higher than those involving 
previous hardiness scales (Funk, 1992). 
The DRS has several advantages over the other hardiness scales. In addition, it has 
several advantages over the PVS including: it has more positively keyed items, it uses equal 
numbers of items to measure commitment, control, and challenge, and items and scoring for 
the DRS are readily available (Funk, 1992). 
Quality of Life Inventory (QOLI) 
Behavioral and psychodynamic theorists agree that a client's happiness or satisfaction 
with life is essential for mental health and positive outcomes in psychotherapy. Therefore, 
happiness or satisfaction with life should be routinely assessed in a client. Many researchers 
want to include personal happiness and life satisfaction in the criteria for mental health and 
adjustment (Howard et al., 1993; Seaman, 1989; Taylor and Bro~ 1988). Howard et al 
(1993) reported that symptom reduction and improved functioning in everyday life do not 
occur in psychotherapy unless the client's perception of their quality of life (QOL) is first 
enhanced. Therefore, since an improved QOL is required before any change can result from 
psychotherapy, a QOL assessment is a necessary part of mental health treatment and 
evaluation. Another reason for a routine QOL measurement is the fact that a reduced QOL is 
considered an important component in most psychological and physical disturbances 
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including depression, anxiety disorders (American Psychiatric Association, 1994), alcohol 
and drug abuse, somatoform disorders, psychophysiological disorders (Frisch, 1989), and 
marital discord (Gottman, 1994). In addition, QOL is an important issue in areas oflife 
including love, work, and recreation and is often crucial to the success of treatment (Frisch, 
1989). Lazarus (1991) suggested QOL reflects an important part of human experience that 
makes life worthwhile and assessing quality of life can identify those who are at risk for 
health problems in the future. 
The Quality of Life Inventory (QOLI) is a comprehensive measure of life satisfaction. 
It assesses levels of satisfaction and dissatisfaction in 16 areas of life including love, work 
and health. Each of these 16 areas of life is rated by participants in terms of its importance to 
their overall happiness and their level of satisfaction with the area (Frisch, 1994). The QOLI 
is based on a system oflife satisfaction and subjective well-being, which is then incorporated 
into a model of depression and related disorders. In this model, life satisfaction is equated 
with quality of life and refers to a person's subjective evaluation of the degree to which his or 
her most important needs, goals, and wishes have been-fulfilled. Thus, life satisfaction is the 
missing link between what a person wants and what he or she has. The smaller the missing 
link between what the person wants and what he or she has, the greater his or her satisfaction 
will be. The model further assumes that satisfaction in highly valued areas of life have a 
greater influence on evaluations of overall life satisfaction than other areas of equal 
satisfaction judged to be of lesser importance (Frisch, 1989). 
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Conclusion 
It has been shown that the police profession has an increased risk of disease and 
mortality (Guralnick, 1963; Milham, 1983; Violanti et al, 1986; Davidson, 1980). This 
increased risk of disease and mortality may be due to increased health risk factors in the 
police profession (Davidson, 1980; Violanti et al, 1986). In addition, research has shown an 
increased rate of police officers developing serious disorders due to stress (Fell et al, 1980; 
Kroes et al, 1974). Kobasa (1979) introduced the construct of hardiness as a moderator of 
this stress-illness relationship. In addition, assessing QOL is important to evaluating and 
treating mental and physical health and predicting those at risk for health problems in the 
future (Howard et al., 1993; American Psychiatric Association, 1994; Frisch, 1989; Gottman, 
1994; Lazarus, 1991). Thus, this study investigated the relationship between hardiness and 
quality of life in a law enforcement cohort. 
Participants 
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CHAPTER3 
METHODS 
The participants used in this study worked for the State oflowa's Department of 
Public Safety. Of the total number eligible (N=573), 73% of the participants completed the 
survey. This group ranged in age from 21-64 years and averaged 38.1 ± 9.9 years. 
Data Collection 
On the day of testing, participants reported to the laboratory at 8 a.m. to have CVD 
risk factors determined. The risk factors included body mass index (BMI), glucose, HDL-
cholesterol, LDL-cholesterol, total cholesterol, triglycerides, systolic blood pressure, 
smoking and physical activity habits. A supine fasting blood sample was obtained from each 
participant to determine levels of glucose, HDL, LDL, total cholesterol, and triglycerides. A 
commercial laboratory (Quest Diagnostics, Kansas City, MO City) processed the samples. 
Each participant's blood pressure was measured twice with a 5 minute rest period in between 
with the lowest value used here. Height and weight were m,easured and used to calculate 
BMI (body weight kg/height m2). Self-reported smoking and exercise behavior within the 
last 30 days was collected. A physician then gave participants a general physical 
examination. Participants were debriefed after the testing and, if a medical referral was 
indicated, they were informed at this time. 
Participants were asked to complete an exercise survey, a Dispositional Resilience 
Scale (DRS) questionnaire, and a Quality of Life Inventory (QOLI). The exercise survey 
included self-reported questions regarding the numb~r of weeks exercising, the weekly 
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frequency of the exercise, the type of exercise, the average duration of each exercise session, 
and the perceived intensity of exercise (Appendix A). Perceived intensity of exercise was 
obtained by asking participants to indicate "the level of exertion which best describes the 
average exercise session" ranging from 1 (breathless, sweating) to 6 (not much different from 
other parts of the daily routine). This self-report exercise questionnaire was consistent with 
previously used formats (Gionet and Godin, 1989; Washburn and Montoye, 1986). The 
Dispositional Resilience Scale questionnaire consisted of 45 statements about life that people 
often feel differently about (Appendix B). The participants were asked to rate how they felt 
about each statement ranging from "false, not true" (0) to ''very true" (3). In previous 
research, the Dispositional Resilience Scale has obtained alpha coefficients of .85 for 
Hardiness, .82 for Commitment, .66 for Control and .62 for Challenge (Bartone et al, 1989). 
A Quality of Life Inventory (QOLI) survey was also administered to each participant 
(Appendix C). The QOLI was developed by Frisch (1994) and consisted of32 items relating 
to satisfaction and dissatisfaction in 16 areas oflife including love, work, and health. Each 
of these 16 areas of life was rated by participants in terms of its importance to their overall 
happiness and their level of satisfaction with the particular area of life. The scoring of the 
QOLI is consistent with Frisch (1994). The temporal stability ofQOLI T scores has been 
examined with test-retest reliability coefficients from a sample of 55 participants. The retest 
coefficient was 0.73 (p < .001) over an interval of about two weeks. Internal consistency 
reliability coefficient computed for the sum of the weighted satisfaction ratings was 0. 79 
(Frisch, 1994). The present study found that the item-to-total correlations for the 
"satisfaction" questions of the QOLI ranged from .31 to .63 with an overall alpha of .87. The 
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weighted QOLI scores (importance X satisfaction) ranged from .39 to .69 with an alpha of 
.86. 
Data Analysis 
There were a total of four scores for the Dispositional Resilience Scale including a 
Total score, a Control score, a Commitment score, and a Challenge score. The Total score 
was the sum ofresponses to all 45 items. Scoring for the other three scales was the sum of 
responses to specific items (Bartone et al, 1989). The Control items included D3, D4, D5, 
D12, D14, D16, Dl 7, D23, D27, D32, D34, D35, D41, D51, and D52. The Commitment 
items included D2, D9, DlO, Dl 1, D21, D22, D28, D29, D30, D38, D45, D47, D50, D53, 
and D54. The Challenge items included D6, D8, Dl5, Dl8, D20, D24, D26, D33, D36, D39, 
D40, D42, D44, D46, and D48. 
The QOLI yielded two scores, an overall raw score and weighted satisfaction ratings 
for the 16 individual areas oflife. Multiplying the subject's satisfaction rating for a 
particular area of life by the importance rating for the same area and then summing all the 
scores yielded the weighted satisfaction ratings. The QOLI raw score was the average of the 
weighted satisfaction ratings, except those areas rated Not Important (Frisch, 1994). Those 
rated Not important were removed from consideration. 
Alpha coefficients for each variable's relationship to hardiness were determined using 
correlation coefficients. A multiple linear regression was used to determine the relationship 
between hardiness, the independent variable, on quality oflife, the dependent variable, in the 
police officers. Age, exercise status and CVD risk factors were entered in a stepwise 
regression to determine the best combination of predictors for QOLI. In addition, the four 
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dimensions of hardiness were entered in a stepwise regression to determine the best 
predictors for QOLI. Data were presented as means and± standard deviations; statistical 
significance was set at p < 0.05. 
Descriptive Data 
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CHAPTER4 
RESULTS 
The total number of participants assessed was 573. In order to get more accurate 
data, the female participants were excluded from the data analysis along with any participants 
who did not complete the surveys. The total number of participants used in the data analysis 
was 416. Of the 416 participants, 97% were Caucasian. Any missing items found in the 
DRS or QOLI were replaced by using the mean of other items related to the same construct. 
Reliability for the DRS was acceptable with an alpha coefficient of internal 
consistency of .83, ranging from .80-.74. Means and standard deviations for each variable 
are shown in Table 1. 
This cohort's QOLI scores were consistent with norms for the QOL scale (Frisch, 
1994). The raw score range for an average QOL classification is between 1.6 and 3.5 (Frisch, 
1994). The actual QOL raw scores reported in this study ranged from-4.75 to 5.81 with a 
mean score of2.70. 
Prediction of QOLI Score 
Of the different independent variables used to predict QOLI, neither age, CVD risk 
factors, nor self-reported exercise behavior predicted QOLI. Only the DRS constructs of 
Control and Challenge were significant (p < 0.05) in predicting QOLI with r = .322 and 
therefore explained 10% of the variance in QOL with R2 = .103. 
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Age and Hardiness 
The DRS construct of Control and the DRS Total score were positively correlated 
with age (p < 0.05). Results showed a value ofR2 = .031 for DRS Control and R2 =.010 for 
DRS Total. Results indicate there is a very weak relationship between hardiness and age, 
with DRS Control and DRS Total accounting for only 4% of the variance. 
TABLE 1 
Means and Standard Deviations of CVD Risk Factors, Hardiness Constructs, and Quality of 
Life in 416 participants. 
Variable 
Age (yr.) 
Height (cm) 
Weight (kg) 
Body Mass Index (kg · m-2) 
DRS Challengea * 
DRS Commitmenta * 
DRS Control8 * 
Range 
(21-64) 
(10-35) 
(7-31) 
(7-34) 
(30-90) DRS TotaI8* 
QOLl8 (-4.7-5.8) 
Exercise Stagea c 
Glucose (mg · dr1) 
HDL-Cholesterol (mg · dr1) 
LDL-Cholesterol (mg · dr1) 
Systolic Blood Pressure (mm Hg) 
Total Cholesterol (mg· dr1) 
Triglycerides (mg · dr1) 
3Self-reported habits. 
Mean 
38.1 
180.0 
93.2 
28.7 
21.9 
15.2 
16.1 
53.5 
2.7 
3.8 
97.2 
43.2 
129.5 
127.2 
202.0 
160.0 
Standard Deviation 
9.9 
6.5 
17.0 
5.0 
4.2 
3.8 
3.9 
9.6 
1.2 
1.1 
19.7 
9.2 
32.8 
11.6 
38.7 
119.1 
1De:tined by exercise stage and number of exercise sessions per week. 
'Defmed by state of change related to exercise ranging from 1 (I do not exercise and do not 
plan to exercise in the next 6 months) to 5 (I presently exercise on a regular basis and have 
been doing so for longer~ 6 months). 
*Possible scoring for the DRS constructs of Challenge, Commitment, and Control ranged from O to 45 
and possible scoring for DRS Total ranged from Oto 135. 
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DISCUSSION 
The purpose of this study was to examine the relationship between hardiness and 
quality of life in a law enforcement cohort and to determine the effect on this relationship 
when CVD risk factors were introduced. In addition, we examined if hardiness changes with 
age. 
The results suggest neither age, CVD risk factors nor exercise significantly predict 
QOL. In terms of hardiness, the constructs of Control and Challenge were shown to be weak 
predictors ofQOL. However, these constructs only explained 10% of the variance in QOL. 
In a related study, Williams, Wiebe, and Smith (1992) examined the relationship between 
individual hardiness components in a cohort of male and female undergraduates. They 
reported that the constructs of Control and Commitment were found to be better predictors of 
important coping variables than did Challenge. In addition, Hull, VanTreuren, and Virnelli 
(1987) reported that only the constructs of Control and Commitment have adequate 
psychometric properties and are related to health outcomes. There are at least two 
explanations for the differences found among the components and dependent variables used 
in these studies. First, the hardiness scales used by Williams et al (1992) and Hull et al 
(1987) included the original hardiness scales and the PVS. The present study used the DRS, 
which has several advantages over the original scales and the PVS, including an equal 
number of items measuring each of the hardiness constructs. Therefore, a difference in the 
findings could be in some part related to the scales used to measure hardiness. Second, 
Williams et al (1992) examined the constructs in r~lation to how they are predictive of 
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coping variables, whereas the present study examined how they are predictive of QOL. 
Thus, a difference in dependent variables. 
Since the present study involved the measurement of hardiness, it is important to 
address any criticisms of the hardiness scale. One measurement criticism has been the use of 
negative indicators on the original hardiness scale. It has been suggested that the negative 
indicators measure maladjustment, or neuroticism, rather than hardiness (Funk and Houston, 
1987). These authors suggested that the overlap between hardiness and neuroticism may 
indicate that the hardiness scale was related to decreased self-reported illness rather than 
lower actual illness. In 1990, Wiebe, Williams, and Smith reported that, although hardiness 
and neuroticism are highly correlated, they are distinct constructs. However, it was 
suggested that when utilizing hardiness measures in research, the influence of neuroticism 
should be controlled for. Another measurement criticism is that the hardiness construct is 
really a measurement of burnout (Funk, 1992). Future research should examine the concepts 
of hardiness and burnout to determine the differences between them. 
A second fmding of the present study suggests that the hardiness construct of Control 
and the DRS Total score increase with age. This is a significant but weak relationship with 
only 4% of the variance in hardiness being explained by age. It is uncertain if this fmding is 
related to LEOs or reflective of the general population. Previous research has not 
investigated the relationship between hardiness and age. The present study shows a weak 
relationship between hardiness and age; however more research in this area is needed before 
any conclusions can be reached. 
The standard deviations and means reported in Table 1 indicate that the law 
enforcement cohort examined in this study is a very homogeneous group. This could be a 
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possible reason that little variance was reported in the hardiness constructs. In addition, the 
occupation of a law enforcement officer is reported to be a very stressful career. Therefore, it 
is possible that the participants in this study have higher hardiness scores than the general 
population, which enable them to be in the law enforcement occupation. Therefore, the small 
variance reported in the hardiness constructs may be due to the participants having high 
levels of hardiness. 
Previous research has show that the LEO occupation is a stressful occupation (Fell et 
al, 1980; Kroes et al, 1974). Therefore, it was hypothesized that hardy LEOs are able to 
tolerate stress better than less hardy LEOs and this would be reflected in different QOL 
scores and CVD risk factors. However, the present study did not assess levels of stress in the 
LEOs. Future research should examine the relationship between stress levels and hardiness 
scores in a LEO cohort. 
In summary, this study suggests that the hardiness constructs of Control and 
Challenge are weak predictors ofQOL. A second finding of the present study suggests that 
there is a relationship between hardiness and age. This is a significant but weak relationship 
explaining only a small amount of the variance. Since these analyses were made on self-
reported data and the influence of neuroticism was not controlled for, generalizations of these 
findings should be made with caution. 
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APPENDIX A 
EXERCISE SURVEY 
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A. Please make a ( ) in the box that best describes your present exercise behavior. "Regular exercise" equals three or more 
days per week for 20 minutes or more each day (e.g., swim, walk). Check only one of the five statements about your 
exercise behavior. 
B. 
C. 
D. 
E. 
F. 
G. 
___ I presently exercise on a regular basis and have been doing so for longer than 6 months. 
___ I presently exercise on a regular basis, but I have only begun doing so within the past 6 months. 
___ I presently get some exercise, but not regularly. 
___ I presently do not exercise, but I have been thinking about starting to exercise within the next 6 months. 
___ I presently do not exercise and do not plan to start exercise in the next 6 months. 
If you exercise, what types of exercise are you involved with? 
___ Walking 
___ Running or jogging 
___ Lifting 
___ Swimming 
___ Sports 
___ Other: _______________ _ 
Are you enrolled in a formal exercise program? 
___ No ___ Yes (i.e., worksite fitness programs, exercise class, etc.) 
If you exercise regularly, please indicate the percentage of time you exercise alone and with others. 
___ %alone ___ % with others ___ Does not apply 
Please estimate your average exercise pattern for the last thirty days. 
An average of ___ exercise sessions per week 
An average of ___ minutes per session of workout time 
Please check off the level of exertion which best describes your average exercise session: 
___ Breathless, sweating 
___ Breathing heavily, sweating 
___ Energetic but able to talk, often sweat 
___ Energetic but able to talk conversationally, rarely sweat 
___ Rarely or never sweat 
___ Not much different from other parts of my daily routine 
___ Other 
Please estimate your present height __ _ weight __ _ 
H. Date of birth / / 
I. 
J. 
Sex 
Married 
M 
------
F 
Single Divorced 
K. Do you have any medical problems which keep you from exercising? 
___ No ___ Yes: (Identify) ________________ _ 
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L. Race/Ethnicity (Circle one) 
(a) White, not of Hispanic Origin. Persons having origins in any of the original peoples of Europe. 
(b) African-American. Persons having origins in any of the Black racial groups of Africa. 
( c) Asian or Pacific Islander. Persons having origins in any of the original peoples of the Far East, Southeast Asia, Indian 
Subcontinent, or the Pacific Islands. 
(d) Middle Easterner or North African. 
( e) American Indian or Alaska Native. Persons having origins in any of the original peoples of North America. 
(f) Hispanic. Persons of Mexican, Puerto Rican, Cuban, Central or South American or other Spanish culture or origin, 
regardless of race. 
M. How much do you smoke: 
___ Not at all 
___ Cigarettes per week 
___ Cigars per week 
___ Pipes per week 
Nl. How satisfied are you with your current level of exercise? 
Not at all Very 
1 2 3 4 5 6 7 8 9 10 
N2. How satisfied are you with your current physical condition/fitness? 
Not at all Very 
1 2 3 4 5 6 7 8 9 10 
N3. How satisfied are you with your current health? 
Not at all Very 
1 2 3 4 5 6 7 8 9 10 
Directions: Please make a check the space which best describes your self and how you feel. For each item indicate on a 
scale from ( 1 ) agree to ( 7 ) disagree, how you feel. Please answer then all and do not make more than one mark per item. 
(I) I'm not the type of person who: 
a. worries about my weight. 
b. avoids smoking because of potential health problems. 
c. considers my blood pressure regularly. 
d. checks my blood pressure regularly. 
e. has annual health exams. 
f. wears a seatbelt all of the time. 
g. always follows medical advice carefully. 
h. makes a special effort to live a healthy lifestyle. 
i. pays special attention to health-related news. 
j. encourages others to become more active. 
k. exercises to stay healthy. 
Agree 
1 2 3 4 5 
Disagree 
6 7 
7. 
1. takes multivitamins, antioxidants or other dietary 
supplements. 
a. I consider myself an exerciser. 
b. When I describe myself to other people, I 
usually include my involvement in physical 
exercise. 
c. I have numerous goals related to exercising. 
d. Physical exercise is a central factor to my 
self-concept. 
e. I need to exercise to feel· good about myself. 
f. Other people see me as someone who 
exercises regularly. 
g. For me, being an exerciser means more than 
just exercising. 
h. I would feel a loss if I were forced to give 
up exercising. 
i. Exercise is something I think about often. 
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Agree 
1 2 3 4 5 
Disagree 
6 7 
33 
APPENDIXB 
DISPOSITIONAL RESILIENCE SCALE 
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Dispositional Resilience Scale 
Below are statements about life people often feel differently about. Circle a number to show 
how you feel about each one. Read the items carefully and indicate how much you think each 
one is true in general. There are no right or wrong answers; just give your own honest 
opinions. 
False, Slightly Mainly Very 
Not True True True True 
1. Most of my life gets spent doing things that are worthwhile 0 1 2 3 
2. Planning ahead can help avoid most future problems 0 1 2 3 
3. Trying hard doesn't pay, since things still don't turn out right 0 1 2 3 
4. No matter how hard I try, my efforts usually don't turn out right 0 1 2 3 
5. I don't lil.(e to make changes in my everyday schedule 0 1 2 3 
6. The "tried and true" ways are always best 0 1 2 3 
7. Working hard doesn't matter, since only the bosses profit by it 0 1 2 3 
8. By working hard you can always achieve your goals 0 1 2 3 
9. Most working people are simply manipulated by their bosses 0 1 2 3 
10. Most of what happens in life is just meant to be 0 1 2 3 
11. It's usually impossible for me to change things at work 0 1 2 3 
12. New laws should never hurt a person's pay-check 0 1 2 3 
13. When I make plans, I'm certain I can make them work 0 1 2 3 
14. It's very hard for me to change a friend's mind about something 0 1 2 3 
15. It's exciting to learn something about myself 0 1 2 3 
16. People who never change their minds usually have good 0 1 2 3 
judgement. 
17. I really look forward to my work 0 1 2 3 
18. Politicians run our lives 0 1 2 3 
19. If I'm working on a difficult task, I know when to seek help 0 1 2 3 
20. I won't answer a question until I'm really sure I understand it 0 1 2 3 
21. I like a lot of variety in my work 0 1 2 3 
22. Most of the time, people listen carefully to what I say 0 1 2 3 
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23. Daydreams are more exciting than reality for me 
24. Thinking of yourself as a free person just leads to frustration 
25. Trying your best at work really pays off in the end 
26. My mistakes are usually very difficult to correct 
27. It bothers me when my daily routine gets interrupted 
28. It's best to handle most problems by just not thinking of them 
29. Most good athletes and leaders are born, not made 
30. I often wake up eager to take up my life wherever it left off 
3 I. Lots of times, I don't really know my own mind 
32. I respect rules because they guide me 
33. I like it when things are uncertain or unpredictable 
34. I can't do much to prevent it if someone wants to harm me 
35. People who do their best should get full support from society 
36. Changes in routine are interesting to me 
37. People who believe in individuality are only kidding themselves 
38. I have no use for theories that are not closely tied to facts 
39. Most days, life is really interesting and exciting for me 
40. I want to be sure someone will take care ofme when I'm old 
41. It's hard to imagine anyone getting excited about working 
42. What happens to me tomorrow depends on what I do today 
43. If someone gets angry at me, it's usually no fault of mine 
44. It's hard to believe people who say their work helps society 
45. Ordinary work is just too boring to be worth doing 
0 
0 
0 
False, 
Not True 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
1 
Slightly 
True 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
2 
2 
2 
Mainly 
True 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
Very 
True 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
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--- DIRECTIONS: -_ This survey asks how satisfied you are with parts of your life such 
_ as your work and your health. It also asks how important these 
things are to your happiness. Special definitions are used for 
- words like "money," "work," and "play." Keep these definitions in 
- mind as you. answer the questions. Answer every question, even 
- if it does not seem to apply to you. It is your feelings and opinions 
_ that are important, so· there are no right or wrong answers. Just 
_ give the ~nswers that best describe you. 
- The survey asks you to describe how important certain parts of 
- your life (such as work and health) are and how satisfied you are 
- withthem. 
- Important means how much this part of your life adds to your 
- overall happiness. You can say how important something is by 
- picking one of three choices: "Not Important" (0), "Important" (1 ), 
- or "Extremely Important" (2). ---------_ HEALTH is being physically fit, not sick, and without pain or 
_ disability. 
- 1. How important is HEALTH to your happiness? 
- @ (D © -- Not Important · Important Extremely Important - 2. How satisfied are you with your HEALTH? --------
@ @ ED @ @ 
I I 1- I I 
Very Somewhat A Little A Little Somewhat 
DISSATISFIED SATISFIED 
@ 
I 
Very 
SELF-ESTEEM means liking and respecting yourself in light of 
_ your strengths and weaknesses, successes and failures, and 
- ability to handle problems. - 3. How important is SELF-ESTEEM to your happiness? - @ (D © -- Not Important Important Extremely Important -- 4. How satisfied are you with your SELF-ESTEEM? ----
@ @ ED @ @ @ 
I I I I I I 
Very Somewhat A Little A Little Somewhat Very 
DISSATISFIED SATISFIED ------
Satisfied means how well your needs, goals, and wishes are 
oeing met in this area of life. You can say how satisfied you are by 
picking one of six choices from "Very Dissatisfied" (-3) to "Very 
Satisfied" (+3). 
For each question, blacken the circle that best describes you. 
EXAMPLE: 
This is how you would answer if WORK was "Important" to your 
overall happiness: 
@ • © 
Not Important Important Extremely Important 
You would answer this way if you were "Somewhat Satisfied" with 
your WORK: 
@ @ ED 
I I I 
Very Somewhat A Little 
DISSATISFIED 
• I I A Little Somewhat 
SATISFIED 
@ 
I 
Very 
GOALS-AND-VALUES are your beliefs about what matters most in 
life and how you should live, both now and in the future. This 
includes your goals in life, what you think is right or wrong, and the 
purpose or meaning of life as you see it. 
5. How Important are GOALS-AND-VALUES to your 
happiness? 
@ (D © 
Not Important Important Extremely Important 
6. How satisfied are you with your GOALS-AND-VALUES? 
@ @ ED @ @ @ 
I I I I I I 
Very Somewhat A Little A Little Somewhat Very 
DISSATISFIED SATISFIED 
MONEY is made up of three things. It is the money you earn, the 
things you own (like a car or furniture), and believing that you will 
have the money and things that you need in the future. 
7. How Important is MONEY to your happiness? 
@ (D © 
Not Important Important Extremely Important 
8. How satisfied are you with the MONEY you have? 
@ @ ED @ @ @ 
I I I I I I 
Very Somewhat A Little A Little Somewhat Very 
DISSATISFIED SATISFIED 
3-8 
WORK means your career or how you spend most of your time. 
You may work at a job, at home taking care of your family, or at 
school as a student. WORK includes your duties on the job, the 
money you earn (if any), and the people you work with. (If you are 
unemployed, retired, or can't work, you can still answer these 
questions.) 
9. How important is WORK to your happiness? 
·® G) ® 
Not Important Important Extremely Important 
10. How satisfied are you with your WORK? (If you are not 
working, say how satisfied you are about not working.) 
@ @ @ @ @ @ 
I I I I I I 
Very Somewhat A Little A Little Somewhat Very 
DISSATISFIED SATISFIED 
PLAY is what you do in your free time to relax, have fun, or improve 
yourself. This could include watching movies, visiting friends, or 
pursuing a hobby like sports or gardening. 
11. How important is PLAY to your happiness? 
® G) ® 
Not Important Important Extremely Important 
12. How satisfied are you with the PLAY in your life? 
·@ @ @ @ @ @ 
I I I I I I 
Very Somewhat A Little A Little Somewhat Very 
DISSATISFIED SATISFIED 
LEARNING means gaining new skills or information about things 
that interest you. LEARNING can come from reading books or 
taking classes on subjects like history, car repair, or using a 
computer. 
13. How important is LEARNING to your happiness? 
® G) ® 
Not Important Important Extremely Important 
14. How satisfied are you with your LEARNING? 
@ @ @ @ @ 
I I I I I 
Very Sc;,mewhat A Little A Little Somewhat 
DISSATISFIED SATISFIED 
@ 
I 
Very 
---~REATIVITV is using your imagination to come up with new and • 
clever ways to solve everyday problems or to pursue a hobby like • 
painting, photography, or needlework. This can include decorating • 
your home, playing the guitar, or finding a new way to solve a 
problem at work. • -15. How important is CREATIVITY to your happiness? -® G) ® --Not Important Important Extremely Important --16. How satisfied are you with your CREATIVITY? -@ @ @ @ @ @ -I I I I I I 
Very Somewhat A Little A Little Somewhat Very --DISSATISFIED SATISFIED ----HELPING means helping others in need or helping to make your • 
community a better place to live. HELPING can be done on your • 
own or in a group like a church, a neighborhood association, or a • 
political party. HELPING can include doing volunteer work at a • 
school or giving money to a good cause. HELPING means • 
helping people who are not your friends or relatives. -17. How important is HELPING to your happiness? -® G) ® --Not Important Important Extremely Important --18. How satisfied are you with the HELPING you do? -@ @ @ @ @ @ ---I I I I I I Very Somewhat A Little A Little Somewhat Very DISSATISFIED SATISFIED -... ---LOVE is a very close romantic relationship with another person. • 
LOVE usually includes sexual feelings and feeling loved, cared a 
for, and understood. (If you do not have a LOVE relationship, you • 
can still answer these questions.) -19. How important is LOVE to your happiness? -
20. 
® G) ® --Not Important Important Extremely Important • --
How satisfied are you with the LOVE in your life? (If you • 
are not in a LOVE relationship, say how satisfied you feel • 
about not having a LOVE relationship.) -@ @ @ @ @ @ -I I I I I I -Very Somewhat A Little A Little Somewhat Very -DISSATISFIED SATISFIED -------
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---• FRIENDS are people (not relatives) you know well and care 
about who have interests and opinions like yours. FRIENDS 
have fun together, talk about personal problems, and help each 
• other out. (If you have no FRIENDS, you can still answer these 
• questions.) 
• 
• 21. How important are FRIENDS to your happiness? 
.. ® 0 © 
Not Important Important Extremely Important 
• 
• 22. How satisfied are you with your FRIENDS? (If you have 
• -
• 
• 
• 
no FRIENDS, say how satisfied you are about having no 
FRIENDS.) 
@) @ 
Very Somewhat A Little 
DISSATISFIED 
A Little Somewhat Very 
SATISFIED 
• CHILDREN means how you get along with your child (or 
• children). Think of how you get along as you care for, visit, or 
• play with_your child. (If you do not have CHILDREN, you can still 
• answer these questions.) 
..a 23. How important are CHILDREN to your happiness? (If -• 
• 
• --24. 
• 
• ----• 
you have no CHILDREN, say how important having a 
child is to your happiness.) 
® 0 
Not Important Important Extremely Important 
How satisfied are you with your relationships with your 
CHILDREN? (If you have no CHILDREN, say how 
satisfied you feel about not having children.) 
@) @ @ @ @ @ 
Very Somewhat A Little 
DISSATISFIED 
A Little Somewhat Very 
SATISFIED 
• RELATIVES means how you get along with your parents, 
• grandparents, brothers, sisters, aunts, uncles, and in-laws. 
Think about how you get along when you are doing things 
• together like visiting, talking on the telephone, or helping each 
other out. (If you have no living RELATIVES, blacken the O ("Not 
• Important"] circle for question 25 and do not answer question 
• 26.) 
• • 25 . -• 
• 
• 26. 
• 
• 
• 
• 
• 
• • 
How important are RELATIVES to your happiness? 
® 0 © 
Not Important Important Extremely Important 
How satisfied are you with your relationships with 
RELATIVES? 
@ @ @ @ @ @ 
Very Somewhat A Little 
DISSATISFIED 
A Little Somewhat Very 
SATISFIED 
HOME is where you live. It is your house or apartment and the yard 
around it. Think about how nice it looks, how big it is, and your rent 
or house payment. 
27. How important is your HOME to your happiness? 
® 0 ® 
Not Important Important Extremely Important 
··28. How satisfied are you with your HOME? 
@) @ @ @ @ @ 
Very Somewhat A Little 
DISSATISFIED 
A Little Somewhat Very 
SATISFIED 
NEIGHBORHOOD is the area around your home. Think about how 
nice it looks, the amount of crime in the area, and how well you like 
the people. 
29. How important is your NEIGHBORHOOD to your happiness? 
® 0 © 
Not Important Important Extremely Important 
30. How satisfied are you with your NEIGHBORHOOD? 
@) @ @ @ @ @ 
Very Somewhat A Little 
DISSATISFIED 
A Little Somewhat Very 
SATISFIED 
COMMUNITY is the whole city, town, or rural area where you live (it 
is not just your neighborhood). COMMUNITY includes how nice the 
area looks, the amount of crime, and how well you like the people. It 
also includes places to go for tun like parks, concerts, sporting 
events, and restaurants. You may also consider the cost of things 
you need to buy, the availability of jobs, the government, schools, 
taxes, and pollution. 
31. How important is your COMMUNITY to your happiness? 
® 0 ® 
Not Important Important Extremely Important 
32. How satisfied are you with your COMMUNITY? 
@) @ @ @ ·@ @ 
Very Somewhat A Little 
DISSATISFIED 
A Little Somewhat Very 
SATISFIED 
• 0299-2 • PLEASE DO NOT WRITE IN THIS AREA 
• 
• • • • NCS Auessments 08/98 • • MM221Sn-1 654321 • • • 
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